
ABSTRACT

Purpose. The primary purpose of this study was to reval-
idate the competencies that define the practice of sports
physical therapy. Additionally, the study allowed for the
comparison of responses of board certified specialists in
sports physical therapy to respondents who were not spe-
cialists. 

Methods. A survey instrument based the on American
Board of Physical Therapy Specialties practice analysis
template and The Guide to Physical Therapist Practice
was developed by the Sports Specialty Council and a panel
of subject matter experts in sports physical therapy. The
instrument was sent to 630 physical therapists, 315 of
whom were board certified specialists in sports physical
therapy and 315 of whom were randomly selected mem-
bers of the Sports Physical Therapy Section who were not
board certified specialists in sports physical therapy. Two
hundred and thirty seven subjects returned completed
surveys for a 41% response rate. One hundred and fifty
eight respondents were sports specialists

Results. The survey results were reviewed by the Sports
Specialty Council and another panel of subject matter
experts. Using a defined decision making process, the
results were used to determine the competencies that
define the specialty practice of sports physical therapy.
Survey results were also used to develop the sports physi-
cal therapy specialty board examination blue print. A
number of significant comparisons between the special-
ists and non-specialists were identified.

Conclusion. The competency revalidation process culmi-
nated in the publication of the Sports Physical Therapy
Description of Specialty Practice.  This document serves
to guide the process related to the attainment and mainte-
nance of the board certified clinical specialist in sports
physical therapy.  
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INTRODUCTION
The sports physical therapist working in today’s
challenging clinical environment has numerous responsi-
bilities.  They are required to perform a thorough
examination and evaluation, identify a diagnosis and prog-
nosis, and successfully implement appropriate inventions
for the athlete.  The sports physical therapist must also
accurately determine the anticipated or expected out-
comes for an athlete following an injury.  Additionally,
they serve a critical role in the education of coaches, par-
ents, and administrators regarding prevention of injury
and enhancement of performance.1

Specialist certification exists to provide formal recognition
for sports physical therapists who possess advanced clini-
cal knowledge, experience, and skills in these areas. In
1978, the American Physical Therapy Association (APTA)
identified this process by which physical therapists with
advanced knowledge could be formally recognized as cer-
tified clinical specialists in their respective areas of spe-
cialization.2 The first four areas of specialization in physi-
cal therapy, cardiopulmonary, neurology, orthopedics,
and pediatrics, were recognized that same year.
Historically, the Board for Certification of Advanced
Clinical Competency (BRACC) was the governing body
that oversaw the administration and development of the
specialization process.  In 1985, the BRACC was replaced
by the American Board of Physical Therapy Specialties
(ABPTS).1

The Sports Physical Therapy Section initially began work
on the clinical specialization process in the mid-1970s with
the creation of advanced clinical competencies and com-
pletion of a task analysis.  Through this process, 18
advanced competency statements were developed and in
1981, the Sports Physical Therapy Section petitioned the
BRACC for recognition as a specialty area.  The House of
Delegates approved sports physical therapy as an area of
specialization the same year.3 Subsequently, those thera-
pists meeting the required criteria for this distinction were
recognized as certified sports clinical specialists.

After approval from the House of Delegates as an area of
specialization, a second major study was conducted to val-
idate the original competency statements.  This validation
study was completed in 1984 and guided the development
and implementation of the examination used to identify
clinical specialists in sports physical therapy from 1986-
1994.4,5
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The ABPTS requires that each specialty area revalidate its
competencies every 10 years to determine if any changes
in the scope of practice have occurred.  The Sports
Specialty Council completed a revalidation study in 1992
and this study identified 30 different competency state-
ments in 9 different areas.   The results of the 1992 reval-
idation study were used to create the Description of
Advanced Clinical Practice (DACP) and to identify the
competencies that would be assessed by the certification
process.1 By defining the competencies related to the prac-
tice of sports physical therapy, the DACP provided inter-
ested individuals with a template for self-assessment in
determining their readiness to engage in the certification
process. 

In 2001, a second revalidation study of specialty practice
was initiated.  The purposes of this revalidation study
were to assess the currency of competency statements
regarding the practice of sports physical therapy and to
develop a new Sports Physical Therapy Description of
Specialty Practice (DSP) to replace the DACP. In addition
to updating the description of the practice of sports phys-
ical therapy, per the ABPTS defined template, the DSP
was to be consistent with the Guide to Physical Therapist
Practice, 2nd edition.6 The survey was created in 2001,
piloted and revised, and the final survey was distributed in
2002.  In the spring of 2003, members of a subject matter
expert group and members of the Sports Physical Therapy
Specialty Council met to discuss the results of the survey
and to write the DSP.  

The primary purpose of the 2001 study was to revalidate
the competencies related to the specialty practice of sports
physical therapy. Additionally, the study allowed for the
comparison of responses of board certified specialists in
sports physical therapy to respondents who were not spe-
cialists. 

A full description of each competency can be found in the
document entitled “Sports Physical Therapy Description
of Specialty Practice” 5. This document is available from
the Department of Specialist Certification, American
Physical Therapy Association. 

METHODS
Practice Analysis Overview
The Sports Specialty Council was responsible for carrying
out the practice analysis within the guidelines developed
by the ABPTS. The analysis was designed to define the
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professional practice behaviors and knowledge areas in
the practice domain of sports physical therapy specialists.
The initial step in the practice analysis was development
of a survey questionnaire which was undertaken by the
Sports Specialty Council in collaboration with an ABPTS
appointed consultant and an subject matter expert group
in sports physical therapy. The supporting documents
used to develop the questionnaire included the 1994
DACP,7 the Guide to Physical Therapist Practice,6 and the
ABPTS approved survey instrument template.

The initial form of the practice analysis questionnaire was
piloted on a group of 30 specialists who were selected by
the subject matter expert panel from a list provided by the
Sports Specialty Council. Pilot data helped clarify the cur-
rent competencies and identify new ones. The final ver-
sion of the survey questionnaire consisted of 171 items,
128 of which asked the participant to respond to that item
on 3 different scales. 

The ABPTS approved form of the survey questionnaire
was sent to a sample consisting of 95% of the current spe-
cialists and an equal number of randomly selected Sports
Physical Therapy Section members who were not special-
ists. A cover letter that accompanied the questionnaire
explained the purpose of the questionnaire and encour-
aged respondents to return the survey within 3 weeks.
Follow-up reminders were sent 2 weeks later and again
just prior to the indicated deadline. Those not responding
by the first deadline were sent a second copy of the ques-
tionnaire which was followed up by reminders to non-
responders at 3 and 6 weeks.  Survey recipients were
encouraged to contact the Sports Specialty Council Chair
if they had questions about the survey.

Following tabulation of the questionnaire responses, the
results were reviewed by the Sports Specialty Council,
another subject matter expert panel, and an ABPTS
appointed consultant. These groups met and, based on the
survey results, developed the DSP for sports physical ther-
apy.

Survey Instrument
The survey instrument was based on the ABPTS mandat-
ed model and consisted of 7 sections: 1) patient/client
management model; 2) consultation, education, and
critical inquiry; 3) tests, measures, and procedural inter-
ventions; 4) knowledge areas; 5) recommendations for
examination content; 6) ranking of body regions treated;

and 7) demographic information. Each item in Sections 1
through 3 was assessed on three scales: frequency (never,
less than once a month, monthly, weekly, or daily),
importance (not important, of little importance, moder-
ately important, and very important) and criticality (not
critical, minimally critical, moderately critical, extremely
critical). Items in Section 4 were assessed on three scales
as well using the same frequency and importance scales
but replacing the criticality scale with a knowledge level
scale (do not use, recall, application, analysis). Section 5
items asked respondents to provide estimates for weight-
ing of examination content categories. Section 6 asked
respondents to estimate the percentage of their patient
populations based on body regions treated. Finally,
Section 7 requested respondent demographic information.
A copy of the survey instrument can be requested from
the American Physical Therapy Association Department
of Specialist Certification.

Sample
The survey questionnaire was sent to 630 physical
therapists of which 315 were certified sports clinical
specialists, hereafter referred to as specialists. This repre-
sented 95% of the total specialists at the time of the
survey. Another 315 survey questionnaires were sent to
randomly selected current members of the Sports
Physical Therapy Section who were not certified sports
clinical specialists, hereafter referred to as non-specialists. 

Data Analysis and Decision Model
Survey responses were analyzed using standard descrip-
tive statistical techniques. Univariate interferential statis-
tics were used to determine correlations and examine dif-
ferences in the responses between specialist and non-spe-
cialist respondents. Nonparametric tests were utilized for
univariate comparisons for items in Sections 1 through 4
of the survey because data from these sections was ordi-
nal, and the distributions of responses for most of these
items were highly skewed. Parametric testing was used to
make comparisons in survey Sections 5, 6, and where
appropriate in Section 7 because the data from these sec-
tions (all in 5 and 6 and some in 7) were continuous.
When the equal variance assumption for parametric tests
was not met an appropriately adjusted p-value was used.

The competency revalidation process required a decision
model to determine item content that would be included
in the new DSP. The decision model was developed by a
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revalidation panel that included the Sports Specialty
Council, a second SME panel, and an ABPTS appointed
consultant. While the panel reviewed the descriptive
results for each survey item, the decision model was
designed to facilitate discussion as well as improve the effi-
ciency of the process. For items in survey Sections 1
through 3, if the descriptive results showed that at least
75% of the respondents reported the item was at least
moderately important and at least moderately critical
regardless of the frequency of use, the item was used in
the development of the new DSP competencies and not
discussed further unless a panel member requested spe-
cific discussion regarding the item. Items not meeting
these criteria were discussed individually by the revalida-
tion panel and a consensus decision was made whether or
not to include the item as part of a competency in the new
DSP. The same decision model was used for items in
Section 4 of the survey (knowledge areas) except the cri-
teria were that at least 75% of the respondents reported
the item was at least
moderately impor-
tant and required at
least an application
level of knowledge,
regardless of the fre-
quency of use.
Descriptive results
for items in Sections
5 and 6 of the sur-
vey were not used to
develop competen-
cies per se, but were
used to guide deci-
sions in determin-
ing content area
weighting for the
board certification
examination blue-
print.

RESULTS
Of the 630 surveys
sent, 42 were
returned unan-
swered due to either
address errors or
because the respon-

dent did not wish to participate. Of the 588 remaining sur-
veys, a total number of 237 were returned for an overall
response rate of 41%. The response rates varied by group
with 49% of the specialists responding compared to 27%
of the non-specialists. Table 1 provides general demo-
graphic data of the responders grouped by level of board
certification. 

Based on the described decision process, most of the sur-
vey items were used to develop the DSP competencies. All
items in Section 1 of the survey (patient/client manage-
ment model) met the inclusion criteria. Two items from
Section 2 of the survey (consultation, education, and crit-
ical inquiry) were not included in new DSP competencies.
These two items were related to educating professionals
and the public to the role of sports physical therapy. The
consensus of the revalidation panel was that while these
items were very important to the profession and the spe-
cialty, they were not items that could be reasonably

defined or meas-
ured by the methods
used to determine
those with the
knowledge and skill
set of a specialist.
Seven items in
Section 3 (tests,
measures, and pro-
cedural interven-
tions) were not used
to develop DSP com-
petencies. The con-
sensus from the
revalidation panel
regarding these
items was that they
were not significant
components of the
sports specialty
practice. These
items included tests
and measures of
ventilation and res-
piration, prosthetic
devices, and neuro-
motor development,
as well as procedur-
al interventions of
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lymphatic drainage, prosthetic devices, and prosthetic
device training. An additional item (conduct test and
measures for assistive and adaptive devices) in Section 3
was removed because the revalidation panel determined
that this skill did not distinguish sports specialty practice.

One item from Section 4 of the survey was not used to
develop DSP competencies. This item was related to the
knowledge of legal limitations on the scope of practice.
The consensus of the revalidation panel was that this
item, while critical to every day practice, did not distin-
guish the sports specialist from the non-specialist.
Additionally, the variation between state statutes and reg-
ulations would also make this item very difficult to define
and measure using a national set of competencies.  The
remaining 117 items from survey Sections 1 through 4
were used to develop competencies in the new DSP. 

After reviewing all survey results and going through the
decision model, the revalidation panel developed new cat-
egories for the competencies based on the results and the
model of physical therapy practice as described in the
Guide to Physical Therapist Practice.6 Once the new com-
petency categories were determined, the DSP panel incor-
porated the results from Section 5 (weighting recommen-
dations for examination content) of the survey with the
results from survey Sections 1 through 4 to determine the
relative weighting of the examination content based on
the competency categories. Examination and interven-
tions were ranked as the top two weighted content areas
by the respondents in Section 5 of the survey, while criti-
cal inquiry was ranked as the lowest weighted content
area. Table 2 contains the competency categories with
their respective weight on the board exam.

In the first three
sections of the sur-
vey there were sig-
nificant strong posi-
tive correlations
between the impor-
tance and criticality
scales for each item.
Because of this con-
sistent relationship,
to reduce the num-
ber of analyses, the
importance scales
and criticality scales

were summed. Based on the sum of these two scales, the
items were rank-ordered by their mean summed scores.
The maximum possible score was 6, and 0 was the lowest.
Items with means closer to 6 are interpreted as having a
greater perceived importance and criticality to the prac-
tice of sports physical therapy. Table 3 contains the top 10
ranked items from each of the first three sections of the
survey. While all items from Section 1 of the survey were
retained, the lowest ranked of the patient/client manage-
ment model items were assisting in human performance
enhancement; inspection of practice and competition
venues for safety risks; and plan, coordinate, administer
pre-participation physical exams. Most of the lower rank-
ing items from the tests and measures component of
Section 3 were items more traditionally considered to be
of greater importance in the domain of neuromuscular
physical therapy practice. Examples of these items includ-
ed tests and measures of arousal, attention, cognition,
response to stimuli, and neuromotor development.
However, one of the lower ranking items was tests and
measures of aerobic capacity/endurance, which had a
mean sum score of 3.6. The lower ranking items from the
procedural intervention component of Section 3 were pri-
marily items related to physical agents and electrical stim-
ulation modalities.

Table 4 contains the top 10 rated knowledge areas based
first on importance to the practice of sport physical thera-
py and second based on the knowledge level required of
the sports physical therapist. The maximum score for
each of these scales was 3 and the lowest was 0. As evident
from Table 4, the top rated items, while differing in exact
rank order, were considered to be of higher importance
and were also items that required the sports physical ther-

apist to function at a
higher cognitive
level. The lowest
ranking knowledge
areas on both of
these scales were
histology and physi-
ology of “other” sys-
tems such as
endocrine, repro-
ductive, and diges-
tive systems.

Tables 5 through 7
contain the items
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from Sections 1, 3, and 4 of the survey in which specialist
respondents differed in their responses from those respon-
dents who were not specialists. These comparisons were
made using a Mann-Whitney test. Due to the large number
of items in the survey, the use of the Bonferroni correction

technique for multiple univarite comparisons was not fea-
sible. As such, the results presented in the tables must be
interpreted with caution; however, they do provide some
information regarding the possible differences in percep-
tion between specialists and non-specialists. The results
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presented in Tables 5 through 7 are ordered by their survey
item number, not in a rank order. There were no significant
differences between specialist and non-specialist responses
for Section 2 (consultation, education, and critical inquiry)
of the survey questionnaire.

Table 8 contains items in Sections 5, 6, and 7 in which spe-
cialist respondents differed in their responses from those
respondents who were not specialists. These comparisons
were made using independent samples t-Tests because of

the continuous nature of the data. For comparisons that did
not meet the equality of variance assumption, appropriate-
ly adjusted p-values are reported. Again, the number of
items that were compared made the use of the Bonferroni
correction technique unfeasible and, as such, the same
cautions apply to the interpretation of the results.

DISCUSSION
The primary purpose of this study was to revalidate the
competencies that define the specialty practice of sports
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physical therapy. The results of the study led to the devel-
opment of the current DSP published in 2004. The DSP
defines the practice of sports physical therapy and is used
as the guiding document for the development of the sports
physical therapy board certification examination as well as
for the other requirements to attain and maintain the des-
ignation of a board certified sports physical therapist. The
DSP is available from the Department of Specialist
Certification, American Physical Therapy Association. 

Comparison of the 1993 and 2003 Practice Analyses
It is difficult to make direct comparisons between the DSP
based on this practice analysis and the DACP that was
developed based on the 1993 sports physical therapy prac-
tice analysis.1 Not only had the survey instruments them-

selves changed substantially, but also significant environ-
mental changes occurred since the 1993 practice analysis.
Some of these included: the change in the entry-level edu-
cation model, the development of the Guide to Physical
Therapist Practice,6 changes in reimbursement, and the
significant growth in the number of sports specialists. All
these factors have had a substantial impact in the evolu-
tion of the practice of sports physical therapy, and as such,
the weighting of board certification examination content.
In general, the current version of the board certification
examination blue print has a greater percentage of items
reflecting competencies related to the patient/client man-
agement model. Direct administration content has been
reduced in the current examination blue print and the
research related content has evolved into critical inquiry

    



reflecting a greater influence of the evidence-based prac-
tice model. The number of specialists participating in this
practice analysis was 158, while there were 49 in the 1993
practice analysis. All of these factors support the ABPTS
requirement that the Specialty Councils perform practice
analyses at least every 10 years in order to maintain rele-
vancy in the specialties. Similar to the 1994 DACP,7 the DSP
has competency categories based on the practice analysis
and, while the titles of these sections are comparable, the
content of each competency category reflects the contin-
ued growth and maturity of not only the practice of sports
physical therapy, but also the profession of physical thera-
py as a whole.

Specialist and Non-specialist Comparisons
In addition to aiding in the development of the DSP com-
petencies, the practice analysis also allowed for the com-
parison of the responding specialists to those respondents
who were Sports Physical Therapy Section members but
not specialists. This process revealed some interesting con-
trasts between specialists and non-specialists. 

Regarding demographic characteristics, the specialists had
more years in physical therapy practice than non-special-
ists. Only 1% of the specialist respondents had 1 to 5 years
of physical therapy practice, while 22% of the non-special-
ists had this level of practice experience (Table 1). This

North American Journal of Sports Physical Therapy  |  Volume 4, Number 3  |  August 2009  | Page 118

      



difference likely reflects the time required to meet the
requirements to be eligible to sit for the board examination
and is consistent with the results reported in the previous
revalidation study.1 Another result that was consistent with
the 1993 practice analysis was the comparison of specialists
to non-specialists relative to the highest level of education.
Seventeen percent of the specialist respondents in the cur-
rent analysis held a advanced doctoral degree compared to
7% of the non-specialists. Zachazewski et al1 reported
similar findings with 12% of responding sports specialists
holding advanced doctoral degrees compared to 5% of all
respondents in their survey.  The difference in advanced
doctoral prepared respondents may be reflective of the

practice setting differences between specialists and
non-specialists. In the current practice analysis, 18% of the
specialists reported academia as their primary practice set-
ting compared to 9% of the non-specialists. Again, a similar
relationship was reported in the 1993 practice analysis
(10% specialists versus 4% all respondents).1 It is not possi-
ble to determine from the results of either revalidation
study if these consistent differences in advanced degrees
and academic setting reflects greater experience, greater
recruiting to academia, or an intrinsic difference in
education/professional advancement behaviors between
specialists and non-specialists. 
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Zachazewski and associates1 reported that specialists spent
less time in clinical care than non-specialist respondents in
their practice analysis. They attributed the difference to the
shift in professional responsibilities related to the profes-
sional growth, suggesting that such growth leads to a grad-
ual reduction in direct clinical care responsibilities. The
current practice analysis did not find similar results. There
was no difference in the total percent of time in direct clin-
ical care of patients between specialists and non-specialists
(62% vs 66%, p = 0.24). Differences in the way the vari-
ables were measured may account for the different results
between the 1993 and 2003 practice analyses, but it appears
that in both analyses specialists spent approximately 60%
of their time in direct patient care. Thus, the lack of differ-
ence in the 2003 practice analysis may indicate a general
shift in the practice of physical therapy to increased profes-
sional responsibilities and reduction in direct care respon-
sibilities.

Specialists did spend significantly more time in two areas
of practice compared to the non-specialists: direct sports
patient/client management (33% vs. 26%) and research

(3% vs. 1%) and significantly less time in direct
patient/client management other than sports (29% vs
41%). The direct patient care caseload differences are intu-
itive. The difference in time spent in research activities
may again be a reflection of the greater percentage of spe-
cialists who are practicing in academia. There were no sig-
nificant differences between specialists and non-specialists
in the percent of time spent in consultation (p = 0.35),
administration/management (p = 0.65), or teaching activ-
ities (p = 0.06).  This perhaps is further support that the
roles of physical therapists in general have shifted some-
what away from direct care responsibilities.

The responses differed between specialists and non-spe-
cialists for 16 items from the patient/client management
model section (Section 1) of the survey (Table 5). Of these
16 items, 10 can be considered relatively “generic” to the
practice of physical therapy (ie. prescribe appropriate
rehabilitation program), while six are more specific to the
practice of sports physical therapy (ie. determine extent of
the injury to determine if athlete has ability to continue
participation without further injury). In every one of these
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16 items, the specialists either performed the competency
more often or rated it as being more important/critical to
sports physical therapy than non-specialists did. Seven of
these differences were on items ranked in the top 10 based
on importance/criticality (Table 1) to sports physical thera-
py. While these items reflect a perception of greater impor-
tance for higher levels of cognitive and professional
functioning as well as clinical decision making, it is unclear
from this study if these results represent true differences
between the specialist and non-specialist or if these results
are related to confounding factors such as greater number
of years in practice for the specialists compared to the non-
specialist. Similar results have been reported in practice
analyses of physical therapists that were board certified
clinical specialists in orthopedic physical therapy.8 Future
studies should be designed to investigate factors associated
with these differences in perceived importance of higher
level clinical functions. 

Compared to the total number of comparisons (54 items,
108 comparisons), there were few differences (13 items, 15
comparisons) between specialist and non-specialist
responses in the tests, measures, and procedural interven-
tions section of the survey (Section 3). The items measured
in this section of the survey were primarily related to psy-
chomotor skills, which while important, did not appear to
differ greatly between specialists and non-specialists. The
reasons behind the few differences were intuitive. For
example, sports specialists conduct tests and measures of
neuromotor development and sensory integration less
often and perceive these skills to be less important than
non-specialists (Table 6). 

Like Section 3 of the survey, there were few differences (11
items, 13 comparisons) compared to the total number of
comparisons (38 items, 114 comparisons) made in Section
4 of the survey (knowledge areas) between specialist and
non-specialist responses. For all 13 significant compar-
isons, the specialist rated the items as either “knowledge
used more frequently”, “more important”, or “required a
higher level of knowledge” compared to the non-specialist
ratings (Table 7). Six of the 11 items were specific to the
domain of sports physical therapy while the other five
items were factors that would be common to all physical
therapy practice. Again, because the study’s primary pur-
pose was revalidation of competencies that define special-
ty practice, the study was not designed to distinguish if the
differences in perception, especially those common to all
practice patterns, were a result of greater clinical experi-

ence, greater reliance on clinical decision making skills, or
higher cognitive or professional functioning. A recommen-
dation can be made for the need of further research
designed specifically to determine factors related to these
apparent differences.

Few differences existed between specialist and non-special-
ist responses for survey Sections 5, 6, and 7 (Table 8). The
reasons for identified differences were intuitive, based on
the patient/client population managed by specialists. For
example, specialists reported higher percentages of
patient/clients with shoulder and thigh/knee pathologies
and a lower percentage caseload of patient/clients with
axial skeleton disorders compared to non-specialists.
Specialists also spent a greater percentage of their direct
patient care time managing problems as a result of athletic
participation and a smaller percentage of direct care time
managing problems not a result of sports participation. 

CONCLUSION
The primary purpose of this study was to revalidate the
competencies that define the practice of sports physical
therapy. In doing so, the cognitive as well as psychomotor
skill domains, which were perceived to be of greater impor-
tance to the practice of sports physical therapy, were iden-
tified. The results of the study were used by a panel of
experts in sports physical therapy to develop the guidelines
which will be used until 2014 to define and guide the
requirements to attain and maintain the designation of a
board certified clinical specialist in sports physical therapy
in the United States. This information was also used to
guide the development of the competencies that define the
practice of a specialist in sports physical therapy. These
competencies are described in detail in the Sports Physical
Therapy Description of Specialty Practice. 

This practice analysis allowed for several comparisons with
the 1993 practice analysis of sports physical therapy. It
appears that a number of characteristics identified in the
1993 practice analysis remain consistent characteristics of
specialists in sports physical therapy. These characteristics
included a greater number of years of experience in physi-
cal therapy practice, greater percentage of persons holding
advanced doctoral degrees, and a greater number of per-
sons working in academia when compared to members of
the Sports Physical Therapy Section who were not special-
ists in sports physical therapy. 
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The study also allowed for numerous comparisons
between those who were specialists and non-specialists.
These comparisons identified some interesting differences
in the perceived importance and frequency of use of a
number of items related to higher levels of clinical reason-
ing and decision making. Future studies should be
designed to determine factors and characteristics associat-
ed with these differences in perception.

REFERENCES
1.    Zachazewski JE, Felder CR, Knortz K, et al. Competence 

revalidation study: A description of advanced clinical-
practice in sports physical therapy. J Orthop Sports Phys 
Ther. 1994; 20:110-24.

2.    American Physical Therapy Association (APTA): Essentials 
for Certification of Physical Therapy Specialists, House of 
Delegates Policy 06-78-20-51. Alexandria, VA: APTA.  1978. 

3.    American Physical Therapy Association (APTA): Sports 
Physical Therapy Specialization, House of Delegates Policy 
06-81-15-54. Alexandria, VA: APTA. 1981. 

4.    Krugh J. "Advanced Clinical Competencies for the Sports 
Physical Therapist." Diss. 1984.

5.    Sports Physical Therapy Description of Specialty Practice.  
2002. Alexandria, VA: American Physical Therapy 
Association. 

6.    Guide to Physical Therapist Practice, 2nd ed. Phys Ther. 
2001;81:9-744.

7.    Sports Physical Therapy Description of Advanced Clinical 
Practice. 1994. Alexandria, VA: American Physical Therapy 
Association

8.    Milidonis MK, Ritter RC, Sweeney MA, et al. Practice 
analysis survey: Revalidation of advanced clinical practice 
in orthopedic physical therapy. J Orthop Sports Phys Ther.
1996;25: 163-170.

North American Journal of Sports Physical Therapy  |  Volume 4, Number 3  |  August 2009  | Page 122

          


